Using newly available data on family caregivers from a large epidemiological study of elderly Mexican-origin adults (Hispanic Established Population for the Epidemiologic Study of the Elderly [HEPESE], 2010/2011), we identify which types of impairment (functional, psychological, and cognitive) in the elderly individual are associated with family caregiver depressive symptoms. Results from ordinary least squares regressions using 626 caregiver-care recipient dyads demonstrate that more severe mobility limitations (Performance-Oriented Mobility Assessment), social disability (instrumental activities of daily living), neuropsychiatric disturbances related to cognitive decline (Neuropsychiatric Inventory), and depressive symptoms in the elderly subject are positively associated with caregiver psychological distress. Perceived social stress partially accounts for these associations. We also identify certain segments of this caregiver population that are especially vulnerable to burden when caring for a family member with high levels of impairment, namely female and low-income caregivers. These vulnerabilities should be the focus of intervention efforts to reduce stress and improve the emotional and psychological well-being of Mexican-origin caregivers.
Introduction
As a greater portion of the population reaches advanced ages, more attention is focusing on the impact of long-term care on family functioning (see Silverstein & Giarrusso, 2010 for a review). Given the majority of individuals prefer to age in place and the high cost of formal longterm care services, children and other family members typically assume a large responsibility of caring for their aging loved ones. Caregiving can bring role rewards such as a sense of meaning and purpose and facilitate social connectedness among family members (Allen, Haley, Roff, Schmid, & Bergman, 2006; Roberto & Jarrott, 2008; Tarlow et al., 2004) . However, meeting the multiple demands of care work, such as assistance with personal care tasks (bathing, dressing, and eating), household maintenance (cooking and cleaning), medical and nursing tasks, and emotional support can be taxing on caregivers' psychological well-being. Indeed, substantial research indicates adults caring for an aging loved one tend to report more psychological distress than noncaregivers (Vitaliano et al., 2009; see Pinquart & Sörensen, 2003 for an overview).
These issues are especially important to examine among racial and ethnic minority groups, given demographic shifts in the composition of the aging population (Angel & Settersten, 2011) . Hispanic adults are one of the fastest growing segments of the aging population. As an illustration, between 2012 and 2030, the elderly Hispanic American population is expected to increase by approximately 155% (U.S. Department of Health and Human Services, 2012) . Mexican Americans, in particular, constitute two thirds of the Hispanic population (U.S. Census Bureau, 2011). Members of racial and ethnic minority groups are less likely to utilize formal long-term care services, more likely to suffer disease and disability at younger ages, and, consequently, more likely to receive care from family members than non-Hispanic White adults (Weiss, Gonzalez, Kabeto, & Langa, 2005) . Some evidence indicates that Mexican American caregivers report more distress than non-Hispanic White and African American caregivers (Adams, Aranda, Kemp, & Takagi, 2002; Aranda, Villa, Trejo, Ramírez, & Ranney, 2003; Folsom et al., 2007) and that Mexican American caregivers are more distressed than their noncaregiving counterparts (Hahn, Kim, & Chiriboga, 2011; Hernandez & Bigatti, 2010; Herrera et al., 2013) . Yet, previous research on Mexican American caregivers tends to focus on small clinical samples, the elderly's use of formal care services, or care provided to children and spouses (e.g., Crist, Woo, & Choi, 2007) .
Family support systems have been hypothesized to be relatively strong for Mexican Americans (Angel, Torres-Gil, & Markides, 2012) ; however, the high rates of disability among this long-living segment of the aging population have the potential to overwhelm support networks. To our knowledge, no other research has identified which types of impairment in an aging family member are implicated in Mexican American caregiver burden. To help address this gap in knowledge, we use data from the Hispanic Established Population for the Epidemiologic Study of the Elderly (HEPESE, 2010 (HEPESE, /2011 to assess the relationship between health and functioning (physical, mental, and cognitive) of very old Mexican Americans and depressive symptoms reported by their family caregiver.
Literature Review Caregiving and Mexican American Families
The literature has shown with some certainty that the health of Mexican Americans is favorable especially with respect to mortality, with official life tables estimating a 2.5-year life expectancy advantage of the Hispanic population compared to the non-Hispanic White population (Arias, 2010) , supporting predictions of the Hispanic Paradox literature (see Markides & Eschbach, 2011) . In terms of disability, however, research does not lend support for a similar paradox (Hayward, Hummer, Chiu, González-González, & Wong, 2014 ). It appears that Mexican-origin immigrants are relatively healthy but become more disabled by the time they become old because of poverty, physical labor, and a lifetime of substandard medical care. It also appears that rates of comorbidity, disability, and cognitive impairments in Mexican Americans aged 75 and over have increased in recent years along with increase in the population life expectancy (Beard, Al Ghatif, Samper-Ternent, Gerst, & Markides, 2009; Markides, Angel, & Peek, 2013) .
Drawing from more general models of caregiver burden, Aranda and Knight (1997) explicated the Latino caregiving stress model. They proposed that the earlier risk of disease and disability but longer life expectancy for Latinos relative to non-Hispanic Whites means caregiving careers tend to begin at younger ages and last for longer durations. Recent estimates confirm these expectations. Latino caregivers tend to be younger and have less socioeconomic resources than non-Hispanic White caregivers (Hahn et al., 2011; Pinquart & Sörensen, 2005) . Diabetes and dementia are two of the most common reasons Latinos provide care for an elderly family member (Evercare and National Alliance on Caregiving, 2008). Latino caregivers, on average, report more demanding and time-intensive caregiving careers than non-Hispanic White or African American caregivers (Evercare and National Alliance on Caregiving, 2008) .
Prior studies on Hispanic and Mexican American family caregiving have emphasized the role of cultural values, namely familism (Hahn et al., 2011; Hernandez & Bigatti, 2010; Herrera et al., 2013) . It is often argued that Hispanics and, in particular, Mexican Americans place family interest above individual interest (Aranda & Knight, 1997; John, Resendiz, & De Vargas, 1997; Sayegh & Knight, 2011) . Caregiving may represent filial duty and be seen as an expected part of the life course, especially for women. Indeed, a large percentage of Latino caregivers in the United States believe their role is an expectation within their upbringing (Evercare and National Alliance on Caregiving, 2008). In addition, frail and disabled older Mexican Americans prefer to live with family members when faced with physical and cognitive impairment (Angel, Angel, McCellan, & Markides, 1996) .
However, social and demographic changes such as movement away from traditional family arrangements and women entering the workforce are challenging traditional values and normative expectations toward caring for one's own aging family members (Angel et al., 2012) . Caregivers tend to be children of the aging adult, who may be facing financial uncertainty from poverty and high unemployment rates as well as financial responsibility for their own children. The high price of formal longterm care services, therefore, may take precedent over or complement cultural and personal preferences for certain caregiving arrangements. Determining the sociodemographic differences in caregiving distress among this segment of the population will highlight areas of vulnerability and may shed light on larger demographic processes that shape caregiving outcomes.
Care Recipient Health and Caregiver Distress
A number of studies have assessed the health and well-being of caregivers (e.g., Beach, Schulz, Yee, & Jackson, 2000; Bookwala & Schultz, 2000; Dilworth-Anderson, Goodwin, & Williams, 2004; Goode, Haley, Roth, & Ford, 1998; Kurtz, Kurtz, Given, & Given, 1995; MacNeil et al., 2010; Rae, 1998; Schulz et al., 1997) . Most indicate that providing care for an elderly parent or family member may create an environment that is conducive to stress in the extent to which it requires substantial time, resources, and emotion work. Past research distinguishes among (a) primary stressors or those that are associated with the characteristics of the caregiving experience (e.g., relationship of caregiver to care recipient and socioeconomic resources), (b) secondary stressors or those which influence other role obligations such as work or parenting, and (c) subjective assessments of stress or burden (Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995; Aranda & Knight, 1997; Goode et al., 1998; Knight & Sayegh, 2010; Pearlin, 1989; Pinquart & Sörensen, 2005; Vedhara, Shanks, Anderson, & Lightman, 2000) .
The health and functioning of the elderly family member or care recipient can be seen as a primary stressor that influences caregivers' subjective assessments of stress. To illustrate, as the health and functioning of the care recipient declines, it likely increases caregiver psychological distress through increasing feelings of role overload, lack of control, and lack of adequate resources to cope with the demands of care tasks. Previous research has used this theoretical perspective to describe how problematic behaviors related to cognitive decline in a care recipient create an environment that is conducive to caregiver burden. More recently, Knight and Sayegh (2010) noting the lack of studies on care recipient's physical health status and caregiver burden suggested expanding this model to care recipient's physical functioning and limitations.
Physical impairment or helping with daily life activities such as self-care tasks, household maintenance, and financial planning requires substantial time from the caregiver. However, there is reason to believe that psychological and cognitive impairments may be more distressing for family caregivers. Viewing the loss of mental faculties or increases in sadness or hopelessness in one's family member can be distressing in its own right. It may also result in role overload because it leaves less time for other life domains such as work (Pearlin, Mullan, Semple, & Skaff, 1990) . If the care recipient is extremely impaired, caregivers may experience anticipatory grief or bereavement (Garand et al., 2012) . Problem behaviors or neuropsychiatric disturbances from cognitive impairment have also been shown to be distressing for caregivers (Clyburn, Stones, Hadjistavropoulos, & Tuokko, 2000; Matsumoto et al., 2007; Pearson, Teri, Wagner, Truax, & Logsdon, 1993; Sörensen & Conwell, 2011) . Neuropsychiatric disturbances may require additional monitoring and household modifications on the part of the caregiver. Family members typically live in the similar environments and have similar backgrounds, resources, and supportive social systems, so they have similar risks for health (Goodman & Shippy, 2002; Meyler, Stimpson, & Peek, 2007; Ross, Mirowsky, & Goldsteen, 1990) . Spending time with a care recipient suffering from depression may result in affective contagion or the emotional states of the caregiver and recipient may begin to reflect one another (Meyler et al., 2007) . There may also be cultural differences in the tolerance of certain impairments. For example, Adams, Aranda, Kemp, and Takagi (2002) suggest that Mexican American family members caring for older adults with dementia are especially distressed due to a sense of fatalism attached to dementia, which leads to avoidant coping styles. Figure 1 presents our conceptual framework, which is a modified version of theoretical models of caregiving stress. Our model indicates that (a) those caring for an elderly family with greater impairment will report more depressive symptoms. If we find support for (a), then (b) subjective appraisals of stress, perceived social stress should explain or mediate these associations. Additionally, it is important to observe within-group variation in psychological well-being in order to highlight which segments of the Mexican American caregiving population are facing the most burden. Therefore, we expect, in accordance with stratification theories of mental health that (c) female and lower income caregivers will report higher depressive symptom scores than male and higher income caregivers under high levels of care recipient impairment. We also expect that older caregivers who may be dealing with their own health problems will be more vulnerable to distress than younger caregivers. Subsequently, we test our conceptual framework.
Research Design Data
We use data from the HEPESE, a longitudinal study of elderly Mexican American adults residing in five southwestern states: Texas, New Mexico, Colorado, Arizona, and California (for more information on sampling procedures, see Black, Markides, & Miller, 1998; Markides et al., 1999) . Data collection first took place in 1993/1994 (N ¼ 3,050) when respondents were 65 years and older. Follow-up interviews were conducted every 2-3 years. At Wave 5, a surviving cohort of 1,167 subjects aged 75 and over was added to the original sample. In 2010/2011 (Wave 7), a total of 1,078 subjects aged 80 and over were reinterviewed. At this time, the elderly subjects were asked to provide the name and contact information of the person they are ''closer to'' or they ''depend on the most for help.'' These informants (n ¼ 925) were interviewed regarding the health, finances, and general situation of the elderly subjects. We focus our attention on family caregivers and, therefore, limit the sample to relatives of the elderly subject (n ¼ 850). We omit elderly subjects who are highly functional and mostly responsible for their own personal care tasks and household maintenance (n ¼ 191), leaving a sample of 626 caregiver and care recipient dyads.
Measures
The physical and social disability status of the elderly subject was reported by both the elderly subject and the family caregiver. Activities of daily living (ADLs) is a count of 7 items the elderly subject had difficulty with or needed help performing, including walking across a small room, bathing, grooming, dressing, eating, getting from a bed to a chair, and using a toilet. Instrumental ADLs (IADLs) is a count of 10 items the elderly subject had difficulty with or needed help performing, such as, using the telephone, driving or traveling alone, shopping for groceries, preparing meals, light housework, taking medicine, handling money, heavy housework, walking up and down stairs, and walking half a mile.
We assessed physical mobility through the Performance-Oriented Mobility Assessment (POMA; Guralnik et al., 1994) . Elderly subjects were asked to perform a number of tasks such as standing (semitandem, full tandem, and single leg) for 10 seconds, repeated chair stands, and walking approximately 10 feet across a room to assess balance and gait. We summed the POMA items to create a scale ranging from 0 to 12, with lower scores indicating poorer performance (Tinetti, 1986) . Elderly subjects who were unable to complete all items because they were physically ill, bedridden, unable to stand with support, blind, restricted to a wheelchair, or dizzy were assigned a score of ''0.''
We use the Center for Epidemiologic Studies Depression Scale (CES-D), an index of the severity of 20 items experienced in the past week that ranges from 0 to 60, to assess depressive symptoms in the elderly subjects and the family caregivers (Radloff, 1977) . For cognitive functioning, elderly subjects were asked to partake in the Mini Mental State Examination or MMSE (Folstein, Folstein, & McHugh, 1975) . The MMSE is a screening tool for cognitive impairment and measures orientation, recall, attention, and calculation, with higher scores indicating better cognitive functioning. Elderly subjects who were unable to participate in the MMSE due to reports of dementia or Alzheimer's disease were considered impaired and assigned a score of ''0.'' For psychiatric disturbances associated with dementia, we use the Neuropsychiatric Inventory (NPI; Cummings et al., 1994) . Caregivers were asked whether they observed symptoms of neuropsychiatric disturbance related to dementia in the elderly subject in the past month. 1 The NPI is a straight count of these symptoms with a potential range of 0-12.
Perceived social stress is assessed through a shortened version of the Perceived Social Stress Scale (PSS; Cohen, Kamarck, & Mermelstein, 1983) . Family caregivers were asked to report how often (0 ¼ never to 4 ¼ very often) they felt (1) they were unable to control the important things in life, (2) difficulties were piling up so high they could not overcome them, (2) confident about their ability to handle personal problems, and (4) things were going their way. The last 2 items were reversed coded and the 4 items were used to create an index that ranges from 0 to 13.
Selected demographic and background factors include the elderly subject's gender (female ¼ 1), age (in years), current marital status (1 ¼ married, 0 ¼ unmarried), nativity status (born in Mexico ¼ 1), and years of completed formal education. We also included caregivers' gender (female ¼ 1), age (in years), and household income. Household income ranged from US$0 to US$5,000 (¼1) to $50,000 and over (¼8). We distinguished between caregivers who are responsible for most of the elderly individual's personal care and household tasks (¼1) and other secondary and tertiary caregivers (¼0). We also control for relationship status distinguishing between children of the elderly subject (¼1) and other relatives (¼0). For the 6% of the sample missing on years of education and the 10% of the sample missing on income, we used a regression-based imputation procedure (impute) in Stata to retain missing values for these two variables (Ambler, Omar, & Royston, 2007) . See Appendix B for a correlation matrix of our main study variables. Table 1 presents descriptive statistics of the main study variables. Caregivers, on average, report 4.83 on the depressive symptoms index (CES-D). Both the caregivers and care recipients report an average of two limitations in ADLs in the elderly family member. However, caregivers, on average, report slightly more IADLs in the elderly family member (M ¼ 6.02) than the care recipients (M ¼ 5.89). Care recipients have a mean score of 4.07 on the POMA and 17.62 on the MMSE, which are indicative of poor lower body mobility and low cognitive functioning, respectively. The mean score on the CES-D for the elderly subjects is 10.43, indicating higher depressive symptom scores among care recipients relative to caregivers. Caregivers have observed around two neuropsychiatric symptoms in the elderly subject in the past month. The mean on the PSS for caregivers is 3.74. The typical caregiver is 56 years old and has a household income between US$15,000 and US$30,000 (M ¼ 4.50). Most caregivers are female (74%), children of the elderly subject (74%), and about 16% are primarily responsible for both household and personal care of their aging relative. For the elderly subject, the typical respondent is 86 years old and has less than 5 years of formal education. More than half of the elderly subjects were born in the United States (56%), and most are female (65%) and not currently married (69%).
Results

Descriptive Results
Care Recipient Health and Caregiver Depressive Symptoms
Disability and mobility. Table 2 presents the association between elderly subjects' health and caregiver depressive symptom scores. In terms of disability, the first four columns show that only caregiver-reported IADLs in the elderly subject, which reflect the ability to live independently, are significantly and positively associated with caregiver depressive symptoms (b ¼ 0.34, p < .001). 2 This supports our bivariate findings presented in the correlation matrix in Appendix B. Surprisingly, the severity of need for help with self-care tasks (ADLs) in the elderly subject is not significantly related to caregiver depressive symptoms. Next, in column 5, we observe the role of perceived social stress in the IADL-depressive symptoms association. Perceived social stress is positively and significantly associated with caregiver depressive symptom scores. With its inclusion, the coefficient for IADLs is reduced (b ¼ 0.17, p < .05). Sobel-Goodman mediation tests confirm that perceived social stress mediates about half of the total association between caregiverreported IADLs and caregiver depressive symptoms (z ¼ 3.71, p < .001).
Results from an objective indicator of physical functioning support the findings for IADL limitations. Better physical mobility and performance (POMA) in the elderly subject is associated with lower caregiver depressive symptoms (b ¼ À0.16; p < .05). Formal mediation tests indicate a significant indirect effect of perceived social stress on the relationship between elderly subjects' physical mobility and caregiver depressive symptoms, with perceived social stress partially accounting for this association (24%; z ¼ À2.32; p < .05).
In the next set of analyses, we assess the associations between elderly subjects' cognitive and psychological health and caregiver depressive symptoms.
Cognitive and psychological health. In column 1 in Table 3 , we do not observe a significant association between elderly subjects' cognitive functioning (MMSE scores) and caregiver depressive symptoms. However, we do find elderly subjects' depressive symptoms and caregiver depressive symptoms are significantly and positively associated (b ¼ 0.13; p < .001). In column 3, we also observe that perceived social stress partially mediates (about 27%) this association (z ¼ 4.51; p < .001). In addition to cognitive functioning and psychological distress, we are interested in the role of problematic behaviors related to cognitive decline in the elderly subject for caregiver burden and distress. These results are presented in column 4, which shows that for each increase in neuropsychiatric symptoms (NPI) displayed by the elderly adult in the past month, caregiver depressive symptoms increase by 0.67 (p < .001). Column 5 addresses the role of perceived social stress. Perceived social stress mediates about 31% of the association between NPI and caregiver depressive symptoms (z ¼ 6.29; p < .001). Supplemental tests for multicollinearity indicate low variance inflation factors (>2.00) for all variables in the model. In supplementary analyses (results available upon request), we determined which individual neuropsychiatric symptoms were related to caregiver depressive symptoms when controlling for caregiver and care recipient background characteristics. Results demonstrate that those caring for elderly family members who displayed any of the following symptoms in the past month reported more depressive symptoms than those caring for older family members who did not: (1) paranoia (believes other are stealing from him or her or planning to harm him or her some way); (2) separation anxiety (upset when separated from you);
(3) stubborn, impatient, and cranky behavior (stubborn or resistive to help, impatient and cranky); (4) sadness or loss of interest in activities (in low spirits of cries, less interested in usual activities and plans of others); (5) somatic disturbances (awaken you in the night or rises too early in the morning or takes excessive naps); (6) weight or food preference change (has lost or gained weight or had a change in the food he or she likes); (7) excessive happiness; and (8) impulsive behavior (talking to strangers or saying things that hurt people's feelings). The two behaviors in the NPI that were not significantly associated with caregiver depressive symptoms were (1) hallucinations (e.g., acted as if he or she heard voices) and (2) engaging in repetitive activities (e.g., pacing around the house, handling buttons, wrapping string, or doing other things repeatedly).
Moderating role of caregiver background characteristics. Finally, we see whether caregiver background characteristics in terms of age, gender, and income condition the associations between elderly family members' health and caregiver depressive symptoms. For the results presented subsequently, we add interaction terms separately in each model. We find no significant interactions for Caregiver Age Â Elderly Family Members' Health for caregiver depressive symptoms. We do find that caregiver income and gender condition certain associations. For example, for severity of help needed for self-care tasks (ADLs) among elderly subjects, both caregiver and care recipient reported, we find that caregiver depressive symptoms vary according to caregiver income level (b ¼ 0.12; p < .05). Figure 2 presents this predicted relationship. For presentation purposes, we compare caregivers with high incomes (i.e., above the mean income level for the sample >US$30,000) and those with low incomes (i.e., at or below the mean income level for the sample US$30,000). Caregivers with a low household income report more depressive symptoms across a number of ADLs than highincome caregivers. However, the slope is much steeper for highincome caregivers. The predicted associations show that at the highest level of physical disability (ADLs ¼ 7), depressive symptoms for lowincome and high-income caregivers are quite similar. We also test to see whether perceived social stress mediates the moderating effects of Caregiver Income Â ADLs. Perceived social stress is added to the model and the interaction coefficient is reduced by about half (b ¼ 0.07) and is no longer significant, demonstrating perceived social stress partially accounts for these observed differences.
We find similar results as those presented previously for the interaction between Caregiver Income Â Caregiver-Reported IADLs in the elderly family member (b ¼ 0.09; p < .05) and Caregiver Income Â Elderly Subjects' self-reported IADLs (b ¼ 0.11; p < .01). For each, low-income caregivers report more depressive symptoms at low levels of elderly subjects' IADL disability than higher income caregivers; however, the slopes converge at high levels of disability. Caregiver perceived social stress is tested as a mediator in both models. For the Caregiver Income Â Elderly Subjects' self-reported IADLs, the interaction coefficient is partially reduced but remains statistically significant. For the Caregiver Income Â Caregiver-Reported IADLs in the elderly family member, the interaction is reduced by half and no longer statistically significant. We also find a significant interaction between caregiver gender and NPI (b ¼ 0.52; p < .001). The predicted relationship is presented in Figure 3 . For caregivers of relatives who displayed no problematic behaviors related to cognitive decline in the past month, male and female caregivers report similar levels of depressive symptoms. At higher scores on the NPI, however, female caregivers report more depressive symptoms on average than male caregivers. When perceived social stress is added to the model, the coefficient for the interaction term is slightly reduced (b ¼ 0.44) and remains marginally significant (p ¼ .06). 
Discussion
Mexican Americans represent a rapidly growing segment of the aging population. Yet, prior to this wave of the HEPESE, there was a lack of information on the areas of risk and resiliency for Mexican Americans caregivers to very old family members. Our study helped to address prior gaps in knowledge by identifying (a) which types of impairment are most burdensome, (b) whether perceived social stress accounted for the relationship between impairment in a very old family member and caregiver psychological well-being, and (c) intergroup variation in caregiver depressive symptoms. Our aim was to highlight possible areas of intervention to improve the health of Mexican American family caregivers and, consequently, assistance provided to aging family members.
First, we hypothesized that care-recipient physical impairment level would be related to caregiver depressive symptoms; our findings show that these affects vary by type of impairment. The loss of the ability to perform IADLs (drive car, grocery shopping, and meal preparation) or complex tasks needed to live independently often occur prior to losses in ability to perform ADLs or self-care tasks (dressing, bathing, and walking across the room). The finding that ADLs were not related to caregiver well-being may reflect caregiving strain at different points in the disablement process, with initial loss of independence being especially distressing for family caregivers. In addition, low-income caregivers are especially vulnerable to psychological duress; however, among those caring for a family member with high levels of disability low-income and high-income caregivers looked quite similar in terms of psychological well-being. Given socioeconomic status differences in disability, lower income caregivers may see the loss of functionality as more common place in late life, and, therefore, higher income caregivers may be more likely to report depressive symptoms when caring for a family member with high levels of impairment. While cognitive functioning was not associated with caregiver depressive symptoms, our results support prior research indicating problematic behaviors related to cognitive decline undermine caregivers' positive well-being (Clyburn et al., 2000; Matsumoto et al., 2007; Pearson et al., 1993; Sörensen & Conwell, 2011) . We also demonstrate that female Mexican American family caregivers are more susceptible to depressive symptoms when faced with caregiver problematic behavior than their male counterparts. This reinforces qualitative research on Mexican American caregivers who found female caregivers, often wives of the care recipient, felt trapped and overburdened by the care recipient's display of problematic behavior due to the aggressive nature of the outbursts (Apesoa-Varano, Barker, & Hinton, 2012) . Children, often male family members of the care recipient, we called upon in order to help manage the aggressive behavior.
Perceived social stress partially accounted for these differences, indicating that lessening the feelings of burden and overload in the caregiver is an important area of intervention for protecting caregivers from distress. Other potential explanations include (a) the intensity of the caregiving situation or the substantial time, resources, and home modifications required for caring for a family member with severe impairments; (b) the quality of the relationship between caregiver and care recipient; and (c) shared risks and resources. High psychological distress or the display of problematic behaviors may be especially devastating for caregivers due to anticipatory bereavement (Adams et al., 2002) . There may also be unique cultural attitudes regarding impairment.
Cognitive impairment or needing help with ADLs may be characterized as part of normative aging processes among the Mexican Americans (Levkoff, Levy, &Weitzman, 1999 ) and there may not be a fatalist cultural orientation toward dementia among Mexican American caregivers. Hinton, Chambers, and Velásquez (2009) found that a large portion of their Latino caregiver sample attributed problematic behaviors to other causes than Alzheimer's disease or dementia. They argued that attributing problematic behaviors to other causes such as personality may create more tension between the caregiver and care recipient since the older person is seen to have full control over their behaviors. More research on attributions of problematic behaviors would lend more insight to under what conditions the problematic behaviors are most distressing and burdensome for Mexican-origin caregivers.
Processes within families may help caregivers cope with problematic and stubborn behavior in the elderly family members. Apesoa-Varano, Barker, and Hinton (2012) conducted intensive fieldwork with Mexican American caregivers to older family members with cognitive impairments. They found that caregivers who were able to modify their homes and redistribute emotional work and caregiver responsibilities to other family members reduced their feelings of burden and isolation. Another effective strategy was for other family members to provide counseling to the primary caregiver. We believe that these strategies will also reduce the burden of those providing care for elderly family members with physical impairment and high levels of depressive symptoms.
While these newly available data will help to answer many questions regarding Mexican American family caregiving situations, the data have some limitations. First, this sample is unique due to the very old age of the care recipients and, therefore, is not representative of the entire Mexican American caregiver population. Caregiver burden likely varies according to the age of the care recipient and certain areas of risk may be more salient for caregiver well-being when caring for a parent or family member in late midlife or early late life. Second, we lack information on caregivers' support networks. Social support can buffer the effects of certain stressors on psychological well-being (Pearlin, 1990; Vedhara et al., 2000) . Understanding how care tasks are shared, how caregivers call upon friends and family for emotional support, and the quality of support provided to caregivers are important areas for future research.
Conclusion
Caring for an elderly family member is distressing in the extent to which the care recipient is physically, cognitively, and psychologically impaired. Improving access to counseling services will help family caregivers cope with caregiving overload and burden, precursors to caregiver psychological distress. Gallagher- Thompson and Coon (2007) suggest developing and implementing multicomponent approaches for caregiver psychological treatment including individual counseling, support groups, and education on behavior, depression, and anger management. The evidence we presented here indicates that efforts that focus on reducing subjective feeling of overload and burden, take into account physical and mental health care, and assess the needs of caregivers by gender and socioeconomic standing may reduce caregiver burden and psychological distress and improve health outcomes for Mexican American family caregivers. (12) (13) (1) CG depressive .12** .18*** 1.00 
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